A tracheo-oesophageal fistula resulting from blunt chest trauma is rare, with only 40 cases reported since 1936.'-' This is a report of the successful treatment of such a fistula, which was combined with a bilateral recurrent laryngeal nerve palsy and is the first such case. It is further unusual in that both presentation and repair occurred within 24 hours of injury.
Rigid bronchoscopy showed a 5 cm longitudinal tear in the posterior wall of the trachea between 23 and 28 cm from the upper incisor teeth and ending 2 cm above the carina. Rigid oesophagoscopy showed, firstly, air bubbling up the oesophagoscope and, secondly, the balloon of the endotracheal tube at 24-25 cm, exactly corresponding with the level of the tracheal tear. The endotracheal tube was replaced by a double-lumen endobronchial tube and the patient underwent an immediate right lateral thoracotomy through the fourth intercostal space, preserving the intercostal muscle bundle for a future pedicle graft.
The oesophagus was found to have two tears. One, a full-thickness anterior tear measuring 6 cm vertically, lay immediately alongside the tracheal tear. The second, a partial-thickness posterior tear measuring 7 cm vertically, was a muscular tear positioned immediately anterior to the vertebral column. The mucosa here was swollen but not ruptured.
The tracheal tear was of full thickness posteriorly and measured 5 cm vertically. There was extensive mediastinal emphysema and moderate inflammation between the trachea and oesophagus, the injury now being 20 hours old. The trachea was mobilised only on the right lateral and posterior aspects. The oesophageal tears were repaired with interrupted 3/o Ethibond, two layers being used for the full-thickness tear. The trachea was repaired with similar sutures and reinforced with an intercostal muscle pedicle graft. This muscle pedicle was placed behind the oesophagus and made to lie between the trachea and oesophagus, thereby separating the two organs ( fig 2) . The pleura was reconstituted and the chest closed with drainage.
After surgery, the patient was ventilated through a single-lumen endotracheal tube for four days, the cuff being positioned above the site of the tracheal repair; he was extubated at one week.
The surgical emphysema gradually settled and there was no evidence of a tracheal leak. A gastrografin swallow showed a satisfactory oesophageal lumen with no leakage. After extubation he had a soft hoarse voice, which remained ineffectual for several weeks. When he first attempted to drink, he immediately spluttered and coughed up some of the fluid. Indirect laryngoscopy showed a bilateral recurrent laryngeal nerve palsy, with both vocal cords immobile but partly abducted. He was able to take solid food more satisfactorily than fluids. He was discharged three weeks after the injury. Three months later he had regained his ability to swallow and recovered his voice and a further indirect laryngoscopy showed that both vocal cords were now moving normally. 
